Cutaneous tuberculosis of the orofacial region is a rare condition and when it occurs, can cause confusion regarding the true nature of the lesion. This is compounded by the fact that neither mantoux test nor histopathology is confirmatory. In this report we discuss a case of lupus vulgaris with emphasis on the diagnostic approach to be followed by dental practitioners who come across a similar case.
Tuberculosis of the skin is a rare disease accounting for approximately 1% of all reported cases of tuberculosis. 1, 2 Cutaneous tuberculosis has various clinical manifestations such as plaque, ulcers or mutilating lesions. One progressive form of cutaneous tuberculosis that occurs as a post-primary infection in a person with moderate or high degree of immunity is known as lupus vulgaris. 3 Lupus vulgaris (LV) is characterised by plaque with apple-jelly nodule that extends irregularly with scar formation and tissue destruction. 3 The lesion typically appears on the head and neck, particularly around the nose. 4 Lupus vorax is a variant of LV that affects the nasal cartilage causing ulceration and mutilation. 3 We report a case of lupus vulgaris affecting the nose with emphasis on the diagnostic difficulties and treatment protocol.
CASE REPORT
A nine-year-old boy presented with a threeyear history of multiple nodules appearing on and around the nose. These increased in size and number despite treatment with topical and systemic antibiotics. These nodules later coalesced to form a plaque on the nose. The lesion was localised on the nose for two years and in the last six months it had extended to involve the right lower eyelid and upper lip, and had lead to the destruction of the nasal tip.
Examination of the patient (Fig. 1 ) revealed erythrematous scaly plaque with crusting around the nose extending on to the cheeks, inferiorly to the lower lip, angle of the mouth and superiorly to the right lower eye lid. There was destruction of ala nasi, nasal septum and columella. The right lower eyelid showed loss of eyelashes with  Cutaneous tuberculosis is on the rise in immigrant population.  Difficulty in diagnosis is due to rarity of condition in developed nations.  Provides differential diagnosis of mid facial cutaneous lesions.  Provides a diagnostic approach for a dental practitioner in the case of lupus vulgaris. ectropion of the eyelid. There was conjunctival congestion and epiphora. Swelling and crusting of upper lip and fissuring of the angle of mouth was evident. Mouth opening was limited as upper and lower lip appeared fibrosed and could not be everted.
Multiple bilateral submandibular lymph nodes were palpable, mobile and non tender. Routine haematological and biochemical investigations revealed no abnormalities. Serological test results for Leishmania, syphilis, and human immunodeficiency virus were negative. Para nasal sinus view and chest radiograph findings were normal. Fine needle aspiration cytology of lungs revealed no evidence of tuberculosis. A purified protein derivative test (Mantoux test) was strongly positive, 14 mm diameter after 48 hours. A biopsy of the nasal lesion ( Fig. 2) revealed a delicate stroma, markedly amorphous, exhibiting areas of necrosis surrounded by many multinucleated giant cells of langhans type containing many small nuclei disposed to the periphery and a few ill defined epitheloid cells interspersed with mononuclear leukocytes. These features were suggestive of a chronic granulomatous inflammatory reaction. No typical tuberculous follicles or acid-fast bacilli could be identified. Culture was negative for fungi, bacteria and acid-fast bacilli. Mycobacterium tuberculosis DNA was identified from the tissue sample of the lesion subjected to polymerase chain reaction (PCR).
The patient was put on four drug anti tubercular therapy (ATT) consisting of Rifampicin 450 mg one-and-a-half tablets once daily, Isoniazid 300mg one-and-ahalf tablets once daily, Pyrazinamide 750 mg half a tablet once daily and Ethambutol 200 mg 1 tablet once daily for a period of two months, following which Isoniazid and Rifampacin were continued for the next four months. For the right eye, moistening eye drops (0.7% hydroxypropyl methyl cellulose) and antibiotic eye ointment (0.3% W/W ciprofloxacin) were used for a period of two weeks.
A review after three months revealed healed lesions on the face (Fig. 3) and improved eye symptoms. ATT was continued for another three months then stopped. The patient is being reviewed every month for assessment of a possible relapse. Reconstructive surgery is planned for a later date.
DISCUSSION
LV usually results from an infection of the skin in a person who has been infected elsewhere with mycobacterium tuberculosis. 5 Usually the pathogenic mechanism is contiguous, lymphatic or haematogenous, spread from a tuberculous lesion. In rare situations it can appear at the site of primary inoculation or at the site of a BCG vaccination. 6 The disease may have different forms of presentation including plaque, ulcer, mutilating lesions, vegetative, tumour like lesion, and papulonodular lesion. The ulcerative and the mutilating form have the highest tendency for scarring together with deep tissue involvement. 3 LV is commonly seen on the face, ears and neck and may heal with scarring. Facial involvement may typically involve the nose and may result in destruction of the nasal and septal cartilage. This mutilating variant of lupus vulgaris is also known as lupus vorax. 7, 8 The nasal lesion of LV may spread either directly or through lymphatic vessels to the buccal mucosa, palate, gingiva, conjunctiva or oropharynx, giving rise to ulcers or vegetation in these areas. 7, 9 Further complications include secondary infection of the ulcerative lesion and scarring deformities such as ectropion and microstomia requiring plastic surgery. 8, 9 In our patient the typical nasal lesion was evident, along with scarring and involvement of upper lip and lower eyelid resulting in ectropion of the eyelid. The differential diagnosis (Fig. 4) should include lupus erythematosus, lymphocytoma, Spitz naevus, syphilis, psoriasis and Bowen's disease for an early nodule or early plaque type. For the more mutinodular or vegetative type the differential diagnosis will include leishmaniasis, leprosy, sarcoidosis, acne rosacea and Wegener's granulomatosus. 3, 8 Diagnosis of cutaneous tuberculosis is at times difficult because the clinical appearance of the lesion may not always be characteristic and will require multiple investigations (Fig. 5) . At times culture for the bacilli may not yield positive results and demonstration of acid-fast bacilli may be difficult especially in patients with chronic lesions and with a high degree of immunity against the infection. 6, 7, 10, 11 In the present case acid fast bacilli could not be demonstrated in the biopsy specimen and culture for acid fast bacilli yielded negative results.
Tuberculosis infection is a granulomatous inflammatory reaction in which the granuloma shows central caseous necrosis which is diagnostic, but its absence may not rule out the diagnosis of tuberculosis. 11, 12, 13 In this case there was no evidence of caseation necrosis in the biopsy specimen.
The Mantoux test is positive in most cases of LV 6,11,13 as in our case. A negative reaction provides strong evidence against tuberculosis. 14 The diagnostic value of a positive tuberculin test is blurred if the subject has a history of BCG vaccination in early life or previous mycobacterial infection. Thus confirmation is not always possible.
A therapeutic trial of anti tubercular drugs is justified if clinical suspicion is strong but cannot be confirmed with biopsy or the Mantoux test. Then diagnosis can be done based on the therapeutic response of the lesion to anti tubercular drugs. 14 The absolute criteria for diagnosis of cutaneous tuberculosis are a positive culture of M.tuberculosis from the lesion or successful guinea-pig inoculation, or DNA identification by PCR. In PCR, specific fragments of mycobacterial DNA can be amplified and hence, can be detected even when present only in tiny amounts. It has sensitivity that is equal to or higher than culture, and a high specificity. 3, 11 Diagnosis in the present case was based on the positive PCR test that revealed presence of mycobacterial DNA.
CONCLUSION
Since facial lesions of LV occur particularly around the nose, the oral structures in close proximity are naturally involved. Lupus vulgaris must be considered in the differential diagnosis of ulcerative and mutilating lesions of the oro-nasal region.
